Form 5500-SF Short Form Annual Return/Report of Small Employee

Department of the Treasury B en ef |t Pl an

Internal Revenue Service

Employee Benefits Security Administration the Internal Revenue Code (the Code).

Pension Benefit Guaranty Corporation

This form is required to be filed under sections 104 and 4065 of the Employee
Department of Labor Retirement Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of

» Complete all entries in accordance with the instructions to the Form 5500-SF.

OMB Nos. 1210-0110
1210-0089

2011

This Form is Open to Public
Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2011 or fiscal plan year beginning 01/01/2012 and ending 06/30/2012
A This return/report is for: B a single-employer plan D a multiple-employer plan (not multiemployer) D a one-participant plan
B This return/report is: D the first return/report the final return/report
D an amended return/report a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1la Name of plan 1b Three-digit
ORAL & MAXILLOFACIAL SURGERY ASSOCIATES OF MANHATTAN, P.C. CASH BALANCE PLAN plan number
(PN) 003
1c Effective date of plan
01/01/2003
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification Number

ORAL & MAXILLOFACIAL SURGERY ASSOCIATES OF MANHATTAN, P.C.

41 EAST 57TH STREET, SUITE 1204

(EIN)  13-3789526

2c

Sponsor’s telephone number
212-593-0303

NEW YORK, NY 10022 2d Business code (see instructions)
621210
3a Plan administrator's name and address (if same as plan sponsor, enter “Same”) 3b Administrator's EIN
ORAL & MAXILLOFACIAL SURGERY ASSOCIATES OF 41 EAST 57TH STREET, SUITE 1204 13-3789526
MANHATTAN, P.C. NEW YORK, NY 10022 3C Administrator’s telephone number
212-593-0303
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN, and the plan number from the last return/report.
a Sponsor's name 4c PN
5a Total number of participants at the beginning of the PIAN YEAI ............cccceveviieeviveree e 5a
Total number of participants at the end of the PIAN YEAI............coiiiiiiiii e 5b
C Number of participants with account balances as of the end of the plan year (defined benefit plans do not
COMPIETE TS IEEIM) ...t ctetet ettt ettt ettt ettt ettt et ettt sses ettt es e esce ettt ee e eseseh ettt eses et et et s ans et et an s s caetetanans 5c
6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INSrUCHONS.) .......ccccvevevevieervevereieieeeeee e Yes |:| No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and coNditioNS.)..........cccoiiiiiiiiiieie e Yes |:| No
If you answered “No” to either 6a or 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
| Partlll | Financial Information
7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtAl PlAN ASSELS ... 7a 407708 0
b Total plan li@bilies..........co.oveverceeeeeeeeeeeeee e 7b
C Net plan assets (subtract line 7b from line 7a)............c....cc..cevu...... 7c 407708 0
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS ...ttt 8a(1)
(2) PArtiCIPANES ...cevieiiiiiiesiie ettt 8a(2)
(3) Others (including rolloVErS).........cccuveevuiieeiiee e see e seee e 8a(3)
D Other inCome (I0SS) ......oecuveeeeeeecee e 8b -4
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ..........cccecvveeen. 8c -4
d Benefits paid (including direct rollovers and insurance premiums
to provide BeNEfitS).......cociiiiiiiiiiii 8d 390300
€ Certain deemed and/or corrective distributions (see instructions).... 8e
f Administrative service providers (salaries, fees, commissions)........ 8f
O OLNET BXPENSES .....ouivrieriririsissseeseeseiss sttt 8g 3159
h Total expenses (add lines 8d, 8e, 8f, and 8g)..............cccvvevrrrrrnnan. 8h 393459
i Netincome (loss) (subtract line 8h from line 8C)........ccc.cccovevvevernnee. 8i -393463
j Transfers to (from) the plan (see instructions) 8] -14245

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500-SF.

Form 5500-SF (2011)
v.012611
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Part IV Plan Characteristics

9a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1A 1C 1l

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V ‘Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period described in X
29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction Program) .............. 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions reported X
ON TINE LOBL) ..t bttt h bt b e e e bt e bbbt s e e n e 10b
C Was the plan covered by a fidelity DONA?........ocoiiiiii e 10c | X 55000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by fraud X
[o e 151 g o] g T1S] YT TP PP P UPRPTPRN 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance carrier,
insurance service or other organization that provides some or all of the benefits under the plan? (See X
TNSEIUCTIONS.) .ttt e b bbbtk e et e s b et e ab e e be e e bt e ek e e sbe e eb e e nae e e bt e e 10e
f Has the plan failed to provide any benefit when due under the plan? ............cccoovevevevieeeeeeeeeeeenes 10f X
0 Did the plan have any participant loans? (If “Yes,” enter amount as of year end.)...........c.ccocevivvvnnnenne 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.0070-3.) ettt e R e Rt r et e et n e nne e nre e nrs 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3.........cceeiiiiieiiieieiiiee e eeieeeeee 10i

‘ Part VI ‘ Pension Funding Compliance
11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB (Form

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of ERISA? .. D Yes @ No

(If "Yes," complete 12a or 12b, 12c, 12d, and 12e below, as applicable.)

a If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
Oranting the WAIVET. .......ooiiiiii ittt et e e e bt e e st e e e s bb e e e e abe e e e sb e e e sabeeeanbbee e sabeeeesbneeas Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution fOr thiS PIAN YE@T............cceveveveveeeceeeeeeeeeeee e en e 12b
C Enter the amount contributed by the employer to the plan for this plan Year...........ccccveeiii v 12¢c
d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE BIMOUNT) ...ttt ettt ettt sb e e bt he et e e b e e bt e bt e e s bt e she e ee bt e b s e e e bt e ke e st e e s hb e e bt e ebb e e b e e sbbeebeenaneenne s
€ Wil the minimum funding amount reported on line 12d be met by the funding deadline?...................c.ccccccoceevvererererenerennn. D Yes I:I No I:I N/A
‘Part Vil | Plan Terminations and Transfers of Assets
13a Has aresolution to terminate the plan been adopted in any PIaN YEAr? .............cccceveeveeeveveeeeeeeeeeeeeete e ee e Yes I:l No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoiiiiiiiiiiienene ‘ 13a | 0‘

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the control
= =YY 2 Yes [] No

C If during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to
which assets or liabilities were transferred. (See instructions.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c(3) PN(s)
ORAL & MAXILLOFACIAL SURGERY ASSOCIATES OF MANHATTAN, P.C. 401(K) PROF 13-3789526 002

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 07/25/2012 JOHN B. TODOROVICH

HERE Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN

HERE Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor




O7/25/2012  14:50PIE Facilities Inc. (Fhx 2122689167 P.0O13/016
Form 5500.5F Short Form Annual Return/Report of Small Employee OMB Nos, 1210-0110
Dapartmant of the Treaswy Benefit Plan
Intemel Rivanue Service This form is required to be filed um:leu;3 snltélfnns 104 and 4085 of the Employes 2011
Retflrement Income Security Act of 1974 (ERISA), and sactlona 8057(b) and 6058(a) of
Employes Bonts Sacity Adrinirion the Intarnel Rova(nue Co)da (the Code). ) This F"‘"‘"" Is DF:I‘" to Public
neEpaction
Pantian Banefli Guacanty Gorporaton » Complate all antrles in aceardance with the Inatructions to the Form 5800-8F. P
| _Part || Annual Report [dentification Informatlon
of calendar plan vear 2011 er fiscal plan year baginning Ul/01l/2012 ang anding Ue/30/2012

A This return/report Is for: D & multiple-employer plan (not multlemployer)

E 8 singla-smployar plan
B This raturn/rapart Is; tha first raturn/repont
an amendad raturm/repaort
Form 5558 D automatie extenslon

H the final return/report
spacial extansion (enter description)

G Check box If flllng undar;

a ghort plan year raturn/raport (less than 12 months)

D 8 one-participant plan

D DFVC program

| ;Part'll*:] Baslc Plan Information—snter all requested Information

18 Neme of plan 1b Three-digh
Oral & Maxillofacial Surgery Associates of f’“")":’“b“’ 003
PN
Manhattan, P.C. Cash Balance Plan 16 Efective date of plan
01/01/2003
23 Plan sponsor's name and address; Include room or sulta number {employer, If for a singla-amployer plan) 2b Employer Identification Numbar
Oral & Maxillofacial Surgerg (EIN) 13-3780526
Assoclates of Manhattan,
2¢ Sponsor's telaphone number

(212) 593-0303

Suite 1204

41 East 537th Street, 2d Busineas code (sea Inztructians)
New York NY 10022 621210
3a glan atminiatrator's nama and address {if same as plan sponsor, anter “Same”) Ab Administrators EIN
ame
3¢ Administratar's talaphona number
4 |f the name and/or EIN of the plan sponscr hax changed einga the last returnireport fited for this plen, enter the 4b BN
name, EIN, and the plan numbar frem the [ast retum/report.
A Sponsor's name 4c PN
5a Total number of participants at the baginning of the plan vear .......... . v | 5R )
0 Total number of participants at the end of the plan y8ar......... . N b o
€ Number of particlpants with account balancas ag of the end of the plan yuar (dafinad benafit plana do not
complota thig Hem ). e PP BT b b e e eSS S L e snns e eas sepsene e R I -

Ware all of the plan'a asasts during the plan year Invastad in aligible aszeta? (Sae INSUCHONE.) v

Are you clalming a walver of the annual examination and raport of an independent quallﬂad public accountant ([QPA)
under 28 CFR 2520 104-46‘? (See instructions on walver aligibility and condtions.). .

E Yeu |:| No
E Yes I:I Mo

If you anaw sither 6a or Bh, tha pi a Form E500-SF an toad uxe Form 0,
|‘-'Part i | Financlal Inforn'latlon

7  Plan Assels and Liabllities {a) BegInning of Year {b) End of Year
8 Total plan assets S 407,708 0
B Total plan FaBitEg. . ..eeeessesressseesssemsmssesssassesrssammastrsersssess
Nat plan agsets (subtract line 7 from Hne 'Ia .................................. 407,708 0
8 Income, Expenses, end Transfers for this Plan Year {a) Amount (b) Total
a Contributlons recelved or racelvahla from: e e
(1) Employars ... | 8a(1}
{2) Parilclpanis ,,,.,..... " -.|_Ba(2)
{3) Others (Including rullovara) “ |_Ba(3)
b Other iNcome (088}, T |__8b (4] R
G Total Income (add lines Ba(1), Ba(2), Ba(d), and 8b) ....ereerceenn. wen] Bo i (4)
d Beneiits pald (ncluding direct rallovers and Insurancea premiums
10 provide benafits) T — e ___E 390,300
€ Cartain deemed and/or corractive dlatrlbutlana (zea Instructions)... ga
f Administrative service praviders (salaries, faas, commiasiona)....... 8f
¢ Olher axpansas....... " 8g 3,15 i :
h Total expanses (add lines Bd, Be, Bf and Bg)... werenieen]__BR | 393,459
| Natincoms (loas) (subtract lina Bh from line Bn) ..... 8| i {383,463)
| Trensfers to (from) the plan (866 INBICUGHENEY .vmmessiiiseeeessssesesseeeee 8 (14,245) BT
Far Paparwaork Reduotion Act Notice and O antrel Numbars, 18 the Instrurtions for Form 350085, orm EW

wfihAd
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Farm B500-5F 2011 Paga2=[" |

Plan Characteristics
Ba lfthf plaln prgvidea penslon beneflts, enter the applicable pansien faature codes from the List of Plan Characterstlc Codes In tha Instructions;
Al1C 11

b Ifthe plan provides welfare benefits, enter the applicabls walfara faatura codes from tha List of Plan Characteristic Codes In tha Instructions:

| Part V| Compliance Questions

10 During tha plan ymar: Yas | No Amount
a8 Was thara a fallure to tranemit to the plan any particlpant contrbutions within the tima period deserlbed In
29 CFR 2510.3-1027 {Ses instructions and DOL’s Voluntary Flduclary Corractien PIOgram) v 10a X

b Wara thare any nonexampt transactions with any party-ln-lntarsst'? (Dn nat ingluda transactiona repoﬂad

on lina 10a.)..., S——— . " weew |10 X
G Was the plan covered by a fidellty bond? “ . 10c{ X 55,000
d Did the plan have a loss, whethar or not raimbursed by the plan's fidelity bond, that was causad by fraud

or dishonesty? 10d X

@ Wera any fase or commissions paid to any brokers, agents, or athar persons by an insurance c.arnar.
Insurance service or other m-ganlzatlnn that provldea some or all of the benefits under the plan? (See

InEtrretions.) o, bbb ersaten 10m X
f Hasthaplan fallad to prnvide any beneflt when due undar tha plan? ..., - 10f X
¢ Did the plan have any participant [oans? (If "Yes,” enter amount 88 of YERr 8N} nermmnnnmme 10g X
D ) this I8 an Individual account plan wae thare a blackout period? (Sae Instructions and 29 CFR

2620.101-3.) ccccmmsrentrrrisrissssmrsesbrsrisins . 10h
I 1f10hwas anawared "Yes," chm:k Ihu bnx Ifyuu althar provided lha raqulrad notice or ona of tha

axcaptions ta providing the nofice applled under 28 GFR 2520,101.3...... 10t

.| Penslon Funding Compliance

11  I& thls & defined banafit plan subjsct to minimum funding requirements? (If "Yas," s8a Instructions and complete Schedula S8 (Form
OO0 i siimaisiiis i erersrerrerss asnrnenes s ramn s amsamsms s s s e

12 1= this a defined contribution plan subject to the minimum funding raquirements of saction 412 of the Coda or sectlan 302 of ERISAT ..

[] ves
(If "vas,” complete 12a or 12b, 12¢, 12d, and 12a below, a8 applicable.)
8 If a walver of tha minimum funding standard for a prior year Is being amorilzad In this plan yaar gee Instructions, and entar tha date of the latter ruling

No

granting the Walver, ... sssmmesssssssmane: " - ...Manth Day Yaar
If you completed line 12a, uumplatn linas 3, 9, and 10 of Schadula MB (Form 5500). and sklp to llna 13.
b Enisr tha minimum requirad contribulion far this PIAR VBB ... issiersessseeeeeeemassssreemseeens 12h
C Enter ths amaount contributed by the employer to the plan for this plan year.... 12e
d Subiract the amaunt in line 12¢ from tha xmount In ine 12b. Enter the result (Bntﬂr a mlnus slgn tothe laft of & 12d
NBGALUVE BIMOUNL) ces v s ssaranars s s -

he minimum funding amaunt repored on line 12d ba mat by tha fundin daadluna?_ ﬁ Yeas D No D N/A

Plan Terminations and Transfers of Assats

8 Will i

133 Has a rasaluiion to tenminals the plan bean dopted IN ANY PlAN YERT ... mssssssssssssses s [X] yes [ [no
i "Yes," entar the amount of any plan assetls that ravartad to the amployer this year I 13n I OI
b Were all the plan assets distibuted i particlpants or hanaflurarius. transfarrad to another plan, or brought under the control
of the PBGC? B ves [] no

€ |f during this plan year, any assets or lfabllitles ware tranafan‘ad from this plan io another plan{s), identify the plan(s) to

which assats or llabiliies were transfarrad, {Sas instructions.)

13e(1) Nama of plan{s): 13e(2) EIN(3) 13c{3) PN(s)

Oral & Maxillofacial Surgery Assoclates of
Manhattan, P.C. 401(%) Profit Sharing Plan 13-3789526 ooz

Cautlon: A ponalty for the late or Inecomplate filing of this return/rapart will ba assessed uniess reasonabla cause is gatablished.

Under penalties of perjury and other penaltles set forth In the instructions, | dectare that | hava examined this retumirepart, Including, iIf appllcable, a Schadula
&8 or Schedyle MB complatad and signed by an anrolled actuary, as well ag the electronlc varslon of this retum/report, and to the best of my knowledge and
bellaf, it s oorrgcl and complate.

. Tgedoe| 72512 |7onn B, Todorovich

) turg/of plan administrator N / Dala Entar narma of Indlvidual signing as plan adminlstrator
o 7 & o i =1 —-24> |Joshn B, Todorovich

~HEREY /818 natura of amployer/plan sponsor Date Enter name of Indlvdual signing as employer or plan sponsor




